
HEALTH HISTORY
TO OUR PATIENTS:

Although oral and maxil lofacial surgeons treat the area in and around your mouth, your mouth is part of your entire body. Any health problems you have or
medications you take could aifect the care you are receiving. Thank you for answering the fol lowing questions. Your answers are confidential and are for our records
onry.

Are you in good health? . .t=tt H
When did you last have anything to eat or dr ink?

Have there been any changes in your general  health
in  the  pas t  year? . . . . . . . . . .  =
Are you under the care of a physician? l l
Date of last visit:
lf so, for what are you being treated?

Have you ever taken part in a weight loss program
where drugs were prescr ibed?

Have you been hospitalized or had any operations
in the past five years? lf "yes", please state what
was oone:

Are you taking any drugs or medications? Please list
them:
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HAVE YOU HAD OR DO YOU
C U R R E N T L Y H A V E . . . Yes No NOTES HAVE YOU HAD OR OO YOU

C U R R E N T L Y H A V E . . . Yes No NOTES

Rheumatic lever? 26 lnfectious mononucleosis?

2 heart valves/mitral valve orolaose? Faintino soells?

3 .medication belore dental care? 28 Convulsions, epi lepsv?

4 Heart murmur? 29 Stroke?

5 blood
,) 30 Thvroid oroblem?

6 Low blood pressure? 31 Diabeles?

7 Chest ,  pain,  anqina? J I Low blood suqar?

I Heart attack(s)? 33 Krdnev t rouble?

9 heart beat? 34 Are you on dialysis?

l 0 Cardiac pacemaker? Jf, Swollen ankles, arthri t is or ioint disease?

1 1 Heart 36 Anv artificial ioinls?

12 Artilicial heart valves or arterv orafts? 37 Stomach ulcers?

I J Broncnrlis, chronrc couqh? 38 A tumor, qrowth or cancer?

t 4 Aslhma? 39 Mental health problems?

l 5 problems? 40 Removable denlures or retainers?

t o Tuberculosis? 4 1 Have vou taken diet pills includinq fenfluramine?

t7 Emphysema? 42 Eve disease/olaucoma?

1 8 43 Radiation treatmenUchemotherapv?

1 9 other luno trouble? 44 Blood translusion?

20 Do you smoke? How many a 45 Jaw joint or TMJ pain, clicking, or trouble

opening your mouth?a l Blood disorder such as anemia?

22 Bruise ') 46 Sexuallv transmitted diseases?

23 (abnormal ') 47 Any disease, use any drugs, or had a

transfusion, transplant, or other operation

which depressed your immune syslem?
24 Jaundice, heoatitis, oI liver disease?

25 Are you taking any nalural products? Herbal
suoolemenls. tea or other natural remedies.

P e n i c i l l i n ? . . . . . . . . . . . . . .
Other Antibiot ics?..
S u l f a  d r u g s ? . . . . . . . . . .
Barbiturates, sedat
Aspir in?

ALLERGIES YES NO

ARE YOU ALLERGIC OR HAO A REACTION TO:
Loca l  anes the t ics  (novoca ine)?  . . . . . . . . . . . . . . . . . . . . . t l

YES NO
IS THERE ANY CONDITION CONCERNING YOUR HEALTH OR
FAMILY'S ANESTHETIC HISTORY THAT THE DOCTOR
SHOULD BE TOLD? Lr
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Please indicate

ls there anything you wish to discuss in privale with your
o r a l  s u r g e o n ? . .  . . . . . . . . . . . . . . . . . . . . . . . . . .  t r  t :
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FOR WOMEN ONLY:
Are  you us ing  b i r th  cont ro l  p i l l s? . . . . . . . . . .

Are  you nurs ing?. . . . . . . . . .
Are you pregnant?

Est imated da te  baby  is  due? . . . . . . . . . . .
M igh t  you  be  or  a re  you t ry ing  to  become pregnant? . . . . . . . . . . . . . . . . . . .

Do you wish to consult with your physician to rule out pregnancy
before oral surgery?

ives or sleeping pi l ls?

Coderne or olher narcol ics?... . . . .
O t h e r  m e d i c a t i o n s ? . . . . . . . . . . . . . . . .
Latex products or rubber gloves?

Allergies other than drug al lergies? (Please / ist) . . . . . . . . . . . . . .  . . . .
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I  cert i fy that I  have read and understand the above. I  acknowledge that my questions, i f  any, about the inquir ies set forth above have been answered lo my satis-
fact ion. I  wi l l  not hold my surgeon, or any other member ol his staff ,  responsible for any errors or omissions that I  may have made in the completion of this form.

Date: Patient,  Parent,  Guardian:


